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World AIDS Day — 
December 1, 2006 


December | marks the 19th observance of World AIDS 
Day. The theme for this year is “Stop AIDS. Keep the 
Promise.” 

At the end of 2003, an estimated 1.0—1.2 million persons 
in the United States were living with human immunodefi- 
ciency virus (HIV) infection (/). Of these, an estimated 25% 
were unaware of their infection, underscoring a critical need 
to expand HIV testing (/). 

To address this need, CDC has released revised recom- 
mendations for HIV testing (2). These recommendations 
aim to make HIV testing a routine part of medical care and 
to further improve rates of HIV diagnosis among pregnant 
women. Earlier diagnosis of HIV infection will enable more 
persons to receive life-saving treatment, resulting in improved 
health and extended life. In addition, the majority of per- 
sons who learn they have HIV infection adopt safer behav- 
iors, thereby reducing HIV transmission to others (3). Finally, 
making HIV testing a routine part of medical care might 
help reduce the stigma that some associate with an HIV test. 

Additional information is available at http://www.world 
aidscampaign.info and at http://worldaidsday2006.org. Sur- 
veillance data on HIV/AIDS for 2005 will be available at 
http://www.cdc.gov/hiv/topics/surveillance/resources/ 
reports/index.htm#surveillance (4). 
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Missed Opportunities for Earlier 
Diagnosis of HIV Infection — 
South Carolina, 1997-2005 


In September 2006, CDC published revised recommenda- 
tions for human immunodeficiency virus (HIV) testing in 
health-care settings to 1) increase early detection of HIV 
infection by expanding HIV screening of patients and 
2) improve access to HIV care and prevention services 
(e.g., by conducting screening in locations such as emergency 
departments and urgent-care facilities, where persons who do 
not otherwise access HIV testing seek health-care services) (/ 
HIV screening is now recommended for patients aged 13-6: 
years in all health-care settings after patients are notified that 
testing will be performed unless they decline (opt-out screen- 
ing). This represents a substantial change from earlier recom- 
mendations to 1) offer HIV testing routinely to all patients 
only in health-care settings with high HIV prevalence and 2) 
conduct targeted screening on the basis of risk behaviors for 
patients in low-prevalence settings (2). This report examines 
HIV and acquired immunodeficiency syndrome (AIDS) case 
reporting in South Carolina before the 2006 recommenda- 
tions were published. During 2001-2005, a total of 4,315 cases 
of HIV infection were reported in South Carolina. Of these, 
41% were in persons (referred to as late testers) in whom AIDS 


was diagnosed within | year of their initial HIV diagnosis* (4). 
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Of these late testers, 73% made a total of 7,988 visits to a 
South Carolina health-care facility during 1997-2005 before 
their first reported positive HIV test. The diagnoses reported 
for 79% of these visits were not likely to prompt HIV testing 
under a risk-based testing strategy. These findings suggest that 
routine, opt-out HIV screening of all patients in health-care 
settings, rather than risk-based HIV testing, might result in 
substantially earlier HIV diagnoses in South Carolina. 

HIV/AIDS cases have been reportable by patient name in 
South Carolina since 1986. This analysis used data from the 
South Carolina HIV/AIDS Reporting System (HARS) for 
2001-2005 and included date of first HIV-positive test, date 
of AIDS diagnosis, and state of residence. Data quality from 
HARS exceeds CDC minimum standards on reporting timeli- 
ness (95% of cases reported within 6 months of a diagnosis) 
and completeness of reporting (98%, based on a comparison 
with other data sources) (South Carolina Department of Health 
and Environment Control [DHEC}, unpublished data, 2005). 

Since 1996, state law has required that the Office of 
Research and Statistics (ORS), South Carolina Budget and 
Control Board receive reports on all diagnoses (classified by 
International Classification of Diseases |\CD] codes) from all 
emergency departments, hospital inpatient facilities, ambula 
tory-care facilities, and outpatient surgery facilities within the 
state. The health-care data for this report were supplied by 60 
emergency departments, 62 inpatient facilities, 63 ambula- 
tory-care facilities or outpatient surgery facilities, and 19 free 
medical clinics in the state, and represent visits that occurred 
during 1997-2005. ICD diagnoses were grouped into two 
categories: 1) diagnoses not suggestive of HIV infection and 
unlikely to have prompted an HIV test (e.g., hypertension, 
diabetes, and constipation) and 2) diagnoses suggestive of HIV 
infection that should have prompted an HIV test (e.g., sexu 
ally transmitted diseases, symptoms suggestive of acute 
retroviral syndrome [5], intravenous drug use, and diseases 
possibly or probably related to HIV infection [6]). 

Data from HARS and ORS were linked using several identi- 


fiers, including patient name, date of birth, sex, race/ethnicity, 


and county of residence. This use of the data was approved by 
DHEC and the ORS Data Oversight Committee. The data 


were matched in a secured location by authorized persons who 
were trained in HARS security and confidentiality guidelines. 
All identifiers were remoy ed from the analy SIS dataset provided 
to investigators, who also signed confidentiality agreements. 
During 2001-2005, a total of 4,315 persons with HIV 
infection in South Carolina were reported to HARS, of whom 
1,784 (41.3%) were late testers, including 710 (16.5%) who 
had AIDS diagnosed within 30 days of their initial HIV diag 
noses. Women were less likely than men to be late testers; 


other demographic and risk characteristics of late testers were 
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similar to those of persons reported to HARS who did not 
have onset of AIDS within | year of their HIV diagnoses. Of 
the 1,784 late testers, 1,302 (73.0%) had at least one docu- 
mented visit to a South Carolina health-care facility during 
1997-2005 and before the reported date of HIV diagnosis 
(Table 1 

\ total of 7,988 health-care visits were recorded for the 1,302 
late testers who had previously visited a health-care facility. 
Information on transmission category indicated that 441 
33.9%) of these 1,302 persons were identified as injection 
drug users or men who have sex with men, persons with high 
risk practices that should have prompted HIV screening if 
risk histories had been elicited during the health-care visits. 


However, diagnoses reported for 6,277 (78.6 of these vis 
its were not likely to prompt an HIV test (Table 2). Of the 
7,988 visits, 6,303 (78.99 


982 (12.3! 


were to emergency departments, 

to inpatient settings, 594 (7.4%) to outpatient 

facilities, and 109 (1.4%) to free clinics. The median time 
ween the visit to a health-care facility and the date of HI\ 

diagnosis was 2.5 years (range: 0 ars). The 1,302 late testers 

made a median of four health-care visits before HIV diagno 

sis (range: 1-132 visits); 280 (21.5 ate testers made 

one health-care visit before H] 

two to five previous visits, 259 


14 
1 


ind 196 (15.1 


TABLE 1. Number and percentage of HIV-infected persons” 
with AIDS subsequently diagnosed within 1 year of HIV diagno- 
sis who had visited a health-care facility before date of HIV diag- 
nosis, by selected characteristics — South Carolina, 2001-2005 





Characteristic No. (%) 





Sex 


Race/Ethnicity! 


Hicr 


Age at HIV diagnosis (yrs) 


) 


Transmission category® 





TABLE 2. Number and percentage of health-care visits by HIV- 
infected persons* with AIDS subsequently diagnosed within 1 
year of HIV diagnosis who had visited a health-care facility be- 
fore date of HIV diagnosis, by reported diagnosis — South 
Carolina, 1997-2005 


Reported diagnosis No. (%) 








Visits with diagnoses likely to prompt an 

HIV test 1,711 (21.4) 
Sexually transmitted disease and related diagnoses 165 (2.1) 
Symptoms suggestive of acute retroviral syndrome! 1,191 (14.9) 
Diseases possibly related to HIVS 478 (6.0) 
Diseases probably related to HIV! 94 (1.2) 
Intravenous drug use and related behaviors (1.1) 

Visits with diagnoses not likely to prompt 

an HIV test j (78.6) 


Total visits (100.0) 
*N = 1,302. Reported in South Carolina during 2001-2005 
Including fever, lymphadenopathy, and rash 
Including peripheral neuropathy, pneumonia, and thrombocytopenia 
Including cerebral toxoplasmosis, pulmonary tuberculosis, and thrush 





6 months before HIV diagnosis accounted for 1,202 (15.1%) 
of the 7,988 visits; 818 (10.2%) of visits were made >6 months 


to 1 vear before, 1,340 (16.8%) were >1 to 2 vears before, 


-2 to 3 years before, and 3,291 (41.2%) 


1,337 (16.7%) were 
were >3 years before HIV diagnosis. 
Reported by: W Duffus, MD, L Kettin: 


of South Carol 


MPH, WP Baile) 


mth Carolina Budeet 
PhD, PH Kilmary 
for HIV. \ ival Hepatitis 
posed), CD 
Editorial Note: The findings in this report indicate that HI\ 
testing practices in South Carolina failed to identify a sub 
stantial proportion of HIV-infected persons early in the course 
of their infection. Early diagnosis of HIV infection is benefi 
cial to the health of the patient (7) and might have a role in 
limiting further HIV transmission (8). Among the persons 
identified in this report as late testers (i.e., persons who 
received an AIDS diagnosis within | year of HIV diagnosis), 
approximately three fourths had visited a South Carolina 
health-care facility before having HIV diagnosed. Most of the 
late testers made multiple visits, and most of their visits 
occurred | year or more before diagnosis of HIV infection. 
hese health-care encounters represent missed opportunities 
for earlier HIV diagnosis. The majority of diagnoses for these 
previous visits probably would not have prompted HIV test 
ing under a risk-based testing strategy. In addition, the infor- 
mation on transmission category indicated that 441 (33.9%) 
of 1,302 persons were identified as injection-drug users or 
men who have sex with men, persons with high-risk practices 


that should have prompted HIV screening. Combined, these 
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findings support the new recommendations for routine, opt- 
out HIV screening of patients in all health-care settings. 

In 2004, South Carolina ranked tenth in rate of annual 
eported AIDS cases in the United States, with 18.1 AIDS 
( 


ises per 100,000 population ( 


{ )). The state's data on persons 
vith newly diagnosed HIV in 2004—2005 indicate that a sub 
ntial proportion had low CD4+ T cell counts, which would 
qualified them for antiretroviral treatment; nearly one 
ird had <200 cells per mm”, and approximately half had 
550 cells per mm” (DHEC, unpublished data, 2006). These 
data also suggest a high prevalence and long duration of undi 
rgnosed HIV infections in South Carolina. 
Che findings in this report are subject to at least five limita 
ns. First, although HARS and ORS data are comprehen 
ertain HIV/AIDS diagnoses and health-care visits 
were not reported Second though several vari 
| 


‘ 1 1 
ivailable for linking records between the two 


not have been successful in all cases 


tain late testers might not have been HIV infected 


matching mig 


re encounters, some of 


irs before AIDS was diagnosed; 


1 missed oppor 

: average 

ipproximately |U years I infection 
of AIDS (3). most 1 ons had AIDS 


2005 would al: y ha ’ infected 


De iSsocl 


rral for HIV testing 


routine HIV screenin 


a a | r 
iinkage Of nfected pel 


ind 
considerable because previous 
risk factors or s\ mptoms did not 


tion of HIV-infected persons until 


References 
1. CDC. Revised recommendations for HIV testing of adults, adolescents, 
and pregnant women in health-care settings. MMWR 2006; 
55(No. RR-14):1—17 
2. CDC. Revised guidelines for HIV counseling, testing, and referral. 
MMWR 2001;50(No. RR-19 
3. Fauci AS, Pantaleo G, Stanley $, Weissman D. Immunopathogenic 
mechanisms of HIV infection. Ann Intern Med 1996;124:654—63 
+. CDC. Late versus early testing of HIV—16 sites, United States, 2000 
2003. MMWR 2003;52:581-6 
). Kahn JO, Walker BD. Acute human immunodeficiency virus type | 
infection. N Engl J Med 1998;339:33-9 
6. Greenwald JL, Rich CA, Bessega S, et al. Evaluation of the Centers for 
Disease Control and Prevention’s recommendations regarding routine 
testing for human immunodeficiency virus by an inpatient service: who 
are we missing? Mayo (¢ lin Proc 2006;81:452-8 
Palella F], Deloria-Knoll M, Chmiel JS, et al. Survival benefit of initiat 
antiretroviral therapy in HIV-infected persons in different CD4+ 
strata. Ann Intern Med 2003;13 
ks G, Crepaz N, Senterfitt |W 
sexual behavior in persons aware and unaware they are infected 


th HIV in the United States T tions for HIV prevention pro 


RS. Meta-analysis of high 


r 
ums. | Acquir Immune Defic S$ 
DC. HIV/AIDS surveillance port l. | Atlanta 


Department of Health and Humar I [ 2004:2 


il nttp WWww.cdac.go topics/survellial resources/ reports 
y ] ] 

OO4rer tr/ndt/2004surs 

\U4report/ pdt/ Z004s1 





Injuries from Motor-Vehicle 
Collisions with Moose — 
Maine, 2000-2004 


Moose are among the largest mammals in North America. 
Standing up to 7.5 feet at the shoulder and weighing up to 


1,600 Ibs, they are the largest members of the deer family 
/—3). Maine's moose population (approximately 29,000) is 
the biggest in the United States outside of Alaska (4). During 
a collision with a motor vehicle, a moose usually is struck in 
the legs, causing Its body to roll onto the hood of the vehicle, 
‘ften collapsing the windshield and roof. As a result, motor 
vehicle collisions involving moose are capable of causing sub 
stantial injury to vehicle occupants (3). To assess motor-vehicle 
collisions with moose in Maine and evaluate risk factors for 
injuries from these types of collisions, the Maine Department 
of Health and Human Services studied collision reports from 
2000-2004. The results of that study indicated that collision 
rates varied by county but had clear patterns by season and 
time of day. Variables associated with risk for injury were posted 
speed limit, type of vehicle, and sex and age of the driver. 
Measures to reduce collisions with moose should focus on 
improving driver education programs and developing better 
engineering controls (e.g., removing roadside vegetation to 


improve visibility for drivers). In addition, herd management 


i.e., decreasing moose population size through hunting) is 
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currently being used in areas of Maine with high numbers of 
collisions, although studies are needed to assess its effectiveness. 
Information was obtained from motor-vehicle collision 
reports submitted to the Maine Department of Transporta 
tion (DOT) by state, county, and local police during 2000 


2004 using a standard form. DOT then entered the report 


information into two separate data sets: one containing colli 


sion information and the other containing driver informa 
tion. DOT classified collisions into three categories: 1) 
collisions causing fatal injuries, 2) collisions causing nonfatal 


injuries, and 3) collisions causing no injuries (5). A nonfatal 


_ 


injury was subcategorized as an incapacitating injury, a 


nonincapacitating injury, or a possible injury. A noninjury 


collision was one that resulted in property damage only. Col 


lision rates were calculated using population figures from the 


2000 U.S. census. Relative risks (RRs) were calculated for 
, te . ¢ 
selected exposure variables. Significant (p<0.05) variables were 


then assessed by lOgIsti regression analysis. 


| 


During the 5-year period, 22,516 motor-vehicle collisions 


with animals were reported in Maine. Of these collisions 


> 


18,289 (81%) were with deer, 3,400 (15%) with moose, and 


827 (4%) with other animals. A total of 1,600 injuries (1,583 
1 = 1 1 11 1.1 1 
nonfatal and 17 fatal) were caused by these collisions. Although 


of collisions 


collisions with moose accounted for only 15% 


with animals, they accounted for 803 (50%) of the 1,600 to 


tal injuries: 14 (82%) of the 17 fatal injuries and 789 (50 


of the 1,583 nonfatal injuries. 


Che yearly collision rate with moose was 53 per 100,000 


persons overall and ranged from seven to 310 in Maine's 16 


counties. Rates were highest in the less populous northern 


_ 
part of the state and lowest in the more populous southeast 


ern part of the state. The majority (2,683 [79%]) of collisions 


with moose occurred during May October, with the greatest 


number of crashes (716 [21%]) occurring in June (Figure 1 


he peak time of day for collisions was 10—11 p.m., with 600 


' , 
collisions occurred 


collisions (18%); a total of 2,645 (78% 


j 1 
during 6 p.m. 6 a.m. (Figure 2 Occupants of vehicles 


] 
involved in motor vehicle collisions with moose were more 


likely to be injured from the collision when the posted speed 
I } 


limit was >40 m.p.h. (RR = 1.9, 95% confidence interval [Cl 
1.1—3.3). Neither daylight nor wet road conditions caused 


by precipitation were significantly associated with a higher 


risk of being injured in a moose collision. Data regarding 
locations of collisions were limited to the county level, SO pal 
ticularly high-risk roads or locations could not be identified. 

Of the 3,400 collisions with moose, 33 were multivehicl 
collisions; a total of 3,442 drivers were involved. Because the 
data assessment did not include identity of the drivers, whether 
a particular driver had been involved in more than one colli 


sion could not be determined. The median age of drivers was 


FIGURE 1. Number of motor-vehicle collisons with moose, 
by month — Maine, 2000-2004 


st 


of collisions 


No 


Month 


FIGURE 2. Number of motor-vehicle collisions with moose, 
by time of day — Maine, 2000-2004 


+3 years (range: 15—90 years). Seventy-three percent of driv 


ers were male, and 99% were considered in normal physical 


condition at the time the collision occurred; 1% were classi 
fied as fatigued, ill handicapped, or under the influence of 
ilcohol or drugs. Among drivers involved in collisions with 
moose, drivers of cars had a higher (38%) chance of being 


injured tl 


1an drivers of certain other vehicles (10%) (e g., sport 
utility vehicles [SUVs], trucks, vans, buses, farm vehicles, and 
commercial vehicles) (RR = 3.4, Cl = 2.9-3.9).* Drivers aged 
<25 years were more likely to be injured than drivers aged 

25 vears (RR = 1.5, CI = 1.3—1.8), and women were more 
likely to be injured than men (RR = 1.6, CI = 1.4—1.8). 

In logistic regression analysis, only driver age and vehicle 
ype were associated with risk for driver injury. Drivers aged 
25 years had higher odds of injury than older drivers (odds 
ratio [OR ES £3 1.0—1.6). Male drivers of cars had 
higher odds of injuries (OR = 4.7 5.9) than female 


drivers of cars OR 2.8, ¢ | 
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Repor ted by : 


Editorial Note: Co 


because of difficulties associated with merging the collision 


and driver data sets. 
Several public awareness initiatives to prevent motor-vehicle 
in Maine are ongoing. For example, a 


i 
he public about moose 


tl 


collisions with moose 


statewide 

ollisions and providing tips for drivers on ways to avoid o1 
, 1: re \ 
decrease the severity of collisions with moose. Brochures are 
te parks, tourism centers, and 


campaign involves alerting 


wailable at libraries, schools, sta 

, ‘ Age 
other distribution points throughout Maine. In addition, a 

| 1 

module on large-animal collisions is a component of Main« 
Department of Motor Vehicles driver education programs. 
r strategies include engineering controls such as clearing 
vegetation to improve sight lines and placing signs 
hikes 1; = 
ici€-Moose COLLISIONS 


on roads Known to ha ¢ 
Herd management might | strategy in areas with 


itly m inages the size of 


irge moose populations 


noose population throug! inting increasing the num 
' lhl —_ >; 

yf available moose-hunt n areas with high num 

Studies are needed to assess the effectiveness 

| 

T 


] 
of « ollisions 
used to reduc 


pers 
yf this and other strategi K 
imbers of motor-veh ! vith Moose 
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Racial/Ethnic Differences Among 

Youths in Cigarette Smoking and 

Susceptibility to Start Smoking — 
United States, 2002-2004 


Limited information on cigarette smoking in racial/ethnic 
fe) D 


subpopulations hinders development and implementation of 


targeted interventions for smoking prevention and cessation. 
Because of small sample sizes or inadequate study formats, 
cigarette smoking among youths has been studied mostly in 
major racial/ethnic populations (e.g., Asian or Hispanic) in- 
stead of subsets of these populations (e.g., Vietnamese ot 
Cuban). Data on major population categories might mask 
differences in tobacco-use prevalence among subpopulations. 
To assess the prevalence of cigarette smoking among youths 
aged 12-17 years in six major racial/ethnic populations* and 
nine Asian or Hispanic subpopulations’ in the United States, 
the Substance Abuse and Mental Health Services Administra- 
tion and CDC analyzed self-reported data collected during 
2002-2004 from the National Survey on Drug Use and Health 
(NSDUH). This report summarizes the results of that analy- 
sis, which indicated that the estimated prevalence of cigarette 
smoking in this age group ranged from 23.1% for American 
Indians/Alaska Natives (AI/ANs) to 2.2% for Vietnamese. 
Implementing tobacco-control programs that include cultur- 
ally appropriate interventions might help reduce cigarette 
smoking in racial/ethnic subpopulations. 

NSDUH is an annual, in-person household survey that 
collects information on drug use and abuse from a nationally 
representative sample of the U.S. civilian, noninstitutionalized 
population aged >12 years. The average, weighted, overall 
response rate for the 2002-2004 surveys was 81% for youths 
aged 12-17 years, based on a household screening response 
rate of 91% and an interview response rate of 89%; the final 
sample size was 68,611. Racial/ethnic classifications by 
NSDUH were based on standards for classification of federal 
data (/). Prevalences and 95% confidence intervals (CIs) were 
calculated; data were weighted to account for different prob- 
abilities of selection within strata. Differences in prevalences 
were considered statistically significant if Cls did not overlap; 
no other test for statistical significance was performed. 

Current cigarette smoking was assessed by asking respon- 
dents aged 12-17 years, “During the past 30 days, have you 
smoked part or all of a cigarette?” Youths who answered “yes” 


were classified as current smokers. Susceptibility to start smok- 





* Major racial ethn ci 
Hispanic populations: white, black or African American, American Indiar 


Alaska Native, Hawaiian or other Pacific Islander, and Asian 


s include Hispanics ind the following non 


Asian subpopulations: Chinese, Filipino, Asian Indian, Korean, and Vietnames« 
Hispanic subpopulations: Mexican, Puerto Rican, Central or South American 


ind Cuban 


ing among self-reported nonsmokers was determined by the 
following two questions: 1) “If one of your best friends of- 
fered you a cigarette, would you smoke it?” and 2) “At any 
time during the next 12 months, do you think that you will 
smoke a cigarette?” Possible answers were “definitely not,” 
“probably not,” “probably yes, and ‘definitely yes.” Those 
who answered “definitely not” to both questions were classi- 
fied as nonsusceptible; those who answered with any other 
combination of responses were considered susceptible to start 
smoking. 

Among youths, AI/ANs had the greatest cigarette smoking 
prevalence (23.1%), followed by non-Hispanic whites 
(14.9%), Hispanics (9.3%), non-Hispanic blacks (6.5%), and 
\sians (4.3%) (Table 1). Among Asian subpopulations, smok 
ing prevalence ranged from 2.2% for Vietnamese to 6.8% for 
Koreans; among Hispanic populations, prevalence ranged from 
7.3% tor Central and South Americans to 11.2% for Cubans. 
However, none of the differences among Asian subpopula 
tions and Hispanic subpopulations were statistically signifi 
cant. No significant differences were observed between male 
and female youths in any of the major populations or sub 


populations, except for non-Hispanic white youths, among 


whom females had a greater prevalence of cigarette smoking 


‘ 
( 


(16.0%) than males (13.4%). 

\ wide range in susceptibility to start smoking was observed 
among youths who had never smoked (Table 2). Overall, 
22.2% were susceptible to start smoking. Youths in the Mexi 
can subpopulation were significantly more susceptible (28.8%) 
to start smoking than non-Hispanic white (20.8%), non 
Hispanic black (23.0%), Cuban (16.4%), Asian Indian 
(15.4%), Chinese (15.3%), and Vietnamese (13.8%) youths. 
No significant differences in susceptibility to start smoking 
were observed between male and female youths in any of the 
major populations or subpopulations. 

Reported by: / Gfroerer, Office of Applied Studies, Substance Abus 
and Mental Health Services Admin. R Caraballo, PhD, Office on 
Smoking and Health, National Center for Chronic Disease Prevention 
and Health Promotion, CD( 

Editorial Note: The findings in this report indicate that ciga- 
rette smoking varied among racial/ethnic subpopulations in 
addition to major populations of youths aged 12-17 years 
and that AI/AN youths had the highest prevalence of ciga- 
rette smoking in the United States. Differences in smoking 
prevalence might be attributable to multiple factors, includ- 
ing cigarette prices and discount offers, exposure to antismok- 
ing campaigns, and ability to buy cigarettes, all of which can 
vary by racial/ethnic population (2). 

This study also suggests that, overall, approximately one in 
five nonsmokers aged 12-17 years is susceptible to start smok- 


ing. Among the six major populations and nine Asian or 
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TABLE 1. Percentage of youths aged 12-17 years who had smoked one or more cigarettes during the preceding month,* by 
race/ethnicity and sex — National Survey on Drug Use and Health, United States, 2002-2004 





Race/Ethnicity 


Total 





(95% Cit) 


Male Female 








(95% Cl) 


(95% Cl) 





Overall 


(12.0-12.7) 
(12.6-13.3) 
(14.5-15.4) 
(5.9-7.1) 
(18.9-28.1) 
(4.0-12.5) 
(3.3-5.7) 
(1.4-6.0) 
(2.3-8.9) 
(2.4-8.3) 
(3.3-13.4) 
(0.7-6.9) 
(8.5-10.1) 
(8.0-10.1) 
(9.0-13.7) 
(5.4-9.7) 


(11.4—12.3) 
(11.8-—12.8) 
(13.4—14.5) 
(6.2—8.1) 
(14.7-23.4) 
NA‘ 
(3.6--7.4) 
(1.4-9.2) 
(1.5-9.9) 
(1.8-—12.9) 
(3.2-—16.4) 
NA 
(8.1-—10.5) 
(8.3-—11.3) 
(6.2-13.4) 
(3.7-9.9) 


NA 


(12.4—13.4) 
(13.1-—14.1) 
(15.3-16.6) 
(5.1-6.8) 
(21.5-36.3) 
(4.0—14.6) 
(2.2—5.1) 
(0.7-6.6) 
(2.0—12.9) 
(2.1-7.7) 
NA 
NA 
(8.4—10.5) 
(7.1—9.6) 
(10.3—17.1) 
(6. 1-12. 1) 
(6.9 


20.8) 





(6.9-17.6) 


t 3U Gay 


lave 


you smoked part or all of a ¢ 


’¥ more than one of those listed 


TABLE 2. Percentage of youths aged 12—17 years who had never smoked but were susceptible to start smoking cigarettes,* by 
race/ethnicity and sex — National Survey on Drug Use and Health, United States, 2002-2004 


Race/Ethnicity 


Overal 





Total 





(95% Cl") 


Male Female 








% (95% Cl) % 


(95% Cl) 





(21.8-22.7) 
(20.8-21.8) 
(20.3—21.4) 
(21.9-24.2) 
(21.0—32.3) 
NA 

(15.7-21.2) 
(10.4-21.9) 
(16.6-—29.5) 
(10.7-21.8) 
(16.8-—35.2) 

(7.9-23.0) 
(25.6—28.4) 
(27.1-30.6) 
(19.4—27.7) 
(20.6-29.4) 
(11.2-23.4) 


22.7  (22.0-23.4) 21.8 


1.3 (21.1-—< 6) 


NA 

(25.0-29.2 

(27.1-32.0) 

(14.7-27.2 

(19.4-32.5) 3.9 


(10.4-25.4) 


(21.0-22.5) 
(20.0-—21.5) 


5) 


29.2) 

30.9) 
133.8) 
(18.7-29.8) 
(9.2-—26.9) 
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Hispanic subpopulations studied, Mexican youths who had 
never smoked appeared most susceptible to start smoking. 
Youths in this subpopulation might need specialized preven- 
tion interventions to lower their susceptibility. 

Two major public health objectives are 1) to prevent the 
initiation of cigarette smoking among children, adolescents, 
and young adults and 2) to help those who already smoke, 
including children and adolescents, to quit. The overall preva- 
lence of cigarette smoking among high school students 
declined from 36.4% in 1997 to 23.0% in 2005 (3); how- 
ever, recent evidence suggests that the reduction in smoking 
rates over time might have stalled (4). 

Children and teens constitute the majority of all new smokers 
(5). In 2003, cigarette companies spent approximately $15.2 
billion to promote their products, nearly triple their spending 
in 1996 (6). Conversely, spending by state tobacco-control 
programs declined from $749.7 million in 2002 to $551.0 
million in 2006, an amount still less than 3% of the $21.3 
billion that the states received in 2005 from tobacco excise 
taxes and the 1998 Tobacco Master Settlement Agreement 
(7). The decline in spending on tobacco-control programs 
might have been a factor in slowing the progress made in re- 
ducing smoking among adolescents (3,8). 

lhe findings in this report are subject to at least four limi- 
tations. First, NSDUH surveys are conducted only in English 
or Spanish, which might have limited participation by some 
persons (e.g., Asians). Second, the precision of smoking preva- 
lence estimates for certain racial/ethnic subpopulations is low, 
especially when reported by sex; therefore, differences in preva- 
lence among these subpopulations might not have been 
detected, and estimates should be interpreted with caution. 
Third, the data in this report were self-reported in participant 
households and subject to social-desirability bias (2). How- 
ever, to reduce this bias, the tobacco-use section in the 
NSDUH survey was administered using computer-assisted 
self-interviewing, in which participants read the questions on 
a computer screen or listened to them through headphones 
and then entered their responses into the computer. Finally, 
because of changes in the NSDUH survey methodology in 
2002, comparison of the estimates in this report with 
pre-2002 NSDUH data is not recommended (9). 

Sustained, culturally appropriate interventions to prevent 
youths from starting to smoke or help them to quit might be 
effective in racial/ethnic populations and subpopulations with 
high prevalences of cigarette smoking. Effective tobacco- 
control initiatives might result from comprehensive behavior- 


based approaches enhanced by 1) using culturally targeted 


media and education campaigns (/0) and 2) increasing the 


capacities (e.g., for program development) of specific popula- 


tions to address tobacco use within their communities. To aid 


these populations in developing programs, systematic reviews 
of the effectiveness of interventions to reduce or prevent 
tobacco use are offered by the Guide to Community Preventive 
Services at http://www.thecommunityguide.org/tobacco. 
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Brief Report 


Respiratory Syncytial Virus Activity — 
United States, 2005-2006 


Respiratory syncytial virus (RSV) is a major cause of lower 
respiratory tract infections (LRTIs) (e.g., bronchiolitis and 
pneumonia) among young children in the United States (/). 
RSV also causes severe respiratory disease and a substantial 
number of deaths among older adults (2) and persons with 
compromised respiratory, cardiac, or immune systems (3). RSV 
is transmitted person to person through close contact oO! 
inhalation of large droplets from a sneeze or cough; infection 
also can occur through contact with fomites (i.e., contami- 
nated surfaces or objects). In temperate climates, peak RSV 
activity typically occurs during the winter. This report pre- 
sents preliminary data on RSV activity reported to the 
National Respiratory and Enteric Virus Surveillance System 
(NREVSS) for the weeks ending July 8-November 18, 2006, 
indicating the onset of the 2006-2007 RSV season, and sum- 
marizes RSV trends during July 2005—June 2006. Health-care 
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September 2006, laboratories in 36 states and the District of 
Columbia reported 1,072 RSV detections; of these, 511 (48%) 
were from Florida. Additional data from Florida laboratories 
not participating in NREVSS are available at http: 
www.doh.state.fl.us/disease_ctrl/epi/RSV/rsv.htm. 

For the current reporting period (July 8-November 18, 
2006), 62 laboratories in 37 states reported testing for RSV. 
Preliminary 2006 data suggest that the annual seasonal peak 


t 
began in Florida during the week ending July 1, in the rest of 


the South during the week ending October 14, and in the 


1 


Northeast during the week ending November 11 (Figure). 


Health-care providers should consider RSV as a cause of 
wcute respiratory disease in all age groups during the annual 
seasonal peak. Because the onset of RSV activity can vary 
ymong regions and communities, physicians and health-care 
facilities can consult their local clinical laboratories for the 


latest data on RSV activity. Although several tests can be used 


o detect RSV infection in young children 


only Sensitive 


reverse transcription—polymerase chain reaction (RT-PCR 
— Ie} Baa \ | | 
issays are sufficient to reliably detect RSV in older children 


ind adults (7). NREVSS expanded reporting to include 


RT-PCR testing for RSV in 2004. However, these data are 


14 , , , se, 
not included in the annual summary because of the limited 


number of laboratories reporting RT—PCR results. 


Currently, no vaccine or effective therapy is available for 


RSV. Infants and children isk for serious RSV infection 


in receive immune prophyla 1s vith monthly doses of a 


humanized murine anti-RSV monoclonal antibody during the 
RSV season. Infants and children at risk include those aged 


) 


j 


1 1 
+ months with chronic lung disease who have required 


medical therapy within 6 months of RSV season onset and 


with hemodynamically significant heart disease, and 


erm infants born at <32 weeks gestation or preterm 
infants born at 32 


35 weeks gestation with at least two addi 


tional risk factors (e.g., day care attendance, exposure to envi 


t 


1] | : : 
I ynmental pollutants school iged siblings, congenital 


ibnormalities ot the airways, Ol neuromuscular disease) dur 


. ‘ - 1 : j 
ing their first RSV season (5). Additional information and 


updates on RSV national and regional trends are available at 
| 


(tp \ ww.cdc.go\ ncidod d rd revb nrevss index.htm. 
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FIGURE. Percentage of specimens testing positive for respiratory syncytial virus, by region* and week of report — United 
States, July 9, 2005—-November 18, 2006 
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* Northeast: Connecticut, Massachusetts, New Hampshire, New Jersey, New York, and Rhode Island; Midwest: Illinois, Indiana, Minnesota, Missouri 
Nebraska, North Dakota, Ohio, South Dakota, and Wisconsin; South: Alabama, Arkansas, Delaware, District of Columbia, Georgia, Kentucky, Louisiana 
Maryland, Mississippi, North Carolina, Oklahoma, South Carolina, Tennessee, Texas, and Virginia; West: Alaska, Arizona, California, Colorado, Hawaii 
Montana, Washington, and Wyoming; Florida. Data from Florida were presented separately because they differed substantially from RSV-detection data 
from the remainder of the South region 
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Notice to Readers 





Epidemiology in Action: Intermediate Erratum: Vol. 55, No. 46 
Analytic Methods Course In the QuickStats on page 1255, the third line of the title is 


= eh missing. The title should read: “Percentage of Persons Aged 
CDC and Emory University’s Rollins School of Public Health % : : 


22-44 Years at Increased Risk for Human Immunodeficiency 


will cosponsor the course Epidemiology in Action: Intermediate 


x aie Virus (HIV) Infection, by Race/Ethnicity and Education — 
Analytic Methods, February 26—March 2, 2007, at Emory Uni- 1 


, i National Survey of Family Growth,* United States, 2002.” 
versity, Rollins School of Public Health. The course is ’ q 


designed for practicing public health professionals who have 
had training and experience in basic applied epidemiology and 
would like training in additional quantitative skills related to 


analysis and interpretation of epidemiologic data. 
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TABLE |. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, 
week ending November 25, 2006 (47th Week)* 





5-year 
Current Cum weekly 
Disease week 


Total cases reported for previous years 








2006 average’ 2005 2004 2003 2002 2001 States reporting cases during current week (No.) 


23 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending November 25, 2006, and November 26, 2005 
(47th Week)* 





Chlamydia‘ Coccidioidomycosis Cryptosporidiosis 





Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Max 2006 2005 week Med 2006 2005 week 2006 


United States 5,193 19,352 35,170 860,931 863,357 : 150 1,643 315 4,179 39 


39 x 99¢ 4,726 





New England 26 650 1,55 29,963 28 C ¢ 3 36 270 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 25, 2006, and November 26, 2005 
(47th Week)’ 





Haemophilus influenzae, invasive 
Giardiasis Gonorrhea All ages, all serotypes 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 25, 2006, and November 26, 2005 
(47th Week)* 





Hepatitis (viral, acute), by type 
A B Legionellosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 25, 2006, and November 26, 2005 
(47th Week)* 





Lyme disease Malaria 
Previous Previous 
Current 52 weeks Current 52 weeks 
Reporting area week Med Max week Max 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 25, 2006, and November 26, 2005 


(47th Week)* 





Meningococcal disease, invasive 





All serogroups 


Serogroup unknown 


Pertussis 





Previous 
Current 52 weeks Cum Cum 


Reporting area week Med Max 2006 2005 


Previous 
Current 52 weeks Cum 
week Med Max 2006 





Previous 
Cum Current 52 weeks Cum Cum 
2005 week Med Max 2006 2005 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 25, 2006, and November 26, 2005 
(47th Week)* 





Rabies, animal Rocky Mountain spotted fever Salmonellosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 
United States } 11 31 5.683 5,412 28 2 1,950 291 779 2,291 37,606 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 25, 2006, and November 26, 2005 


(47th Week)* 





Shiga toxin-producing E. coli (STEC)' 


Shigellosis Streptococcai disease, invasive, group A 





Previous 
Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 


Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
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New England 


RA 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 


week Med Max 2006 2005 week Med Max 2006 2005 


184 € 














1288 MMWR December 1, 2006 





TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 25, 2006, and November 26, 2005 
(47th Week)* 





Streptococcus pneumoniae, invasive disease 
Drug resistant, all ages Syphilis, primary and secondary Varicella (chickenpox) 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week week Med 2006 2005 








United States l 93 44 75 3¢ { 57( 5 26 37,226 26,018 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 25, 2006, and November 26, 2005 


(47th Week)* 





West Nile virus disease’ 
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TABLE Ill. Deaths in 122 U.S. cities," week ending November 25, 2006 (47th Week) 
All causes, by age (years) All causes, by age (years) 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals November 25, 2006, with historical data 
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